D
izziness is a very common symptom, with a prevalence as high as 25% in the general population (1, 2) . One in 10 working-age adults report some degree of handicap due to dizziness (2); 2% experience chronic, frequent, substantially handicapping episodes (3) . More than 1 in 5 people older than 60 years of age have current dizziness that has led to substantial disability, medical consultation, or medication use (4) . Dizziness is also associated with falls, fear of falling, and loss of independence in older people (5, 6) .
The most common cause of dizziness presenting in primary care is peripheral vestibular disorder. Psychiatric factors, which often accompany medical disorders, are also common causes. Serious cardiovascular or neurologic disease is rare (1, (7) (8) (9) (10) (11) . A multifactorial syndrome is common in older people (12) . Because of the numerous causes, patients may present in various specialties, but most are managed in primary care (8) . Treatment typically consists of reassurance and antivertiginous and antiemetic drugs to relieve symptoms (8, (13) (14) (15) . However, several reviews of the management of dizziness have concluded that no medication in current use has well-established curative or prophylactic value or is suitable for long-term palliative use. These reviews have called for evaluation of an exercisebased form of treatment known as vestibular rehabilitation (14 -16) .
The central element of vestibular rehabilitation is a program of graded exercises that consist of eye, head, and body movements designed to stimulate the vestibular system. This stimulation promotes central compensation, which is neurologic adaptation to the altered input from the damaged labyrinth (13, 17, 18) . These exercises also help patients to overcome fear and avoidance of activities that elicit disorientation and to regain skill and confidence in balance (19) . Studies in secondary care (for example, otolaryngology, neurootology, or balance centers) have provided some evidence that vestibular rehabilitation may be an effective treatment for dizziness resulting from various conditions, including peripheral vestibular disorder, benign paroxysmal positional vertigo, anxiety, multifactorial dizziness in the elderly, and head injury (20 -26) . However, to date, no randomized, controlled trials of vestibular rehabilitation that conform to Consolidated Standards of Reporting Trials (CONSORT) criteria (27) have been reported; therefore, the efficacy and effectiveness of vestibular rehabilitation remain difficult to estimate. For example, some studies do not use intention-to-treat analysis (20, (22) (23) (24) (25) (26) , some have very few participants in trials (21, 22) , and some use unpublished subjective outcome measures rather than measures with known reliability and validity (21, 25, 26) . Currently, vestibular rehabilitation is rarely made available to the many patients who are managed at the primary care level. It is a simple therapy with no requireArticle ment for equipment; therefore, if effective, it would be highly suitable for more widespread provision in primary care. An earlier nonblinded randomized, controlled trial (28) has provided a preliminary positive evaluation of the efficacy of vestibular rehabilitation in a primary care sample that involved patients with various causes of the disorder. After 2 home visits from a research nurse with specialist training in vestibular rehabilitation, the treatment group demonstrated a decrease in symptom severity, reduced handicap, and better postural control (28) . In the present study, we assessed the effectiveness of a single session of vestibular rehabilitation delivered by primary care nurses.
METHODS

Design
We used a single-blind randomized, controlled design to compare vestibular rehabilitation with usual medical care. Participants were assessed at baseline and then randomly assigned to the intervention group. At 3 months, a research assistant who was blinded to treatment status reassessed each participant. In a single crossover design (29) , during the next 3 months, the usual medical care group received vestibular rehabilitation, and both groups were reassessed by the blinded research assistant at 6 months. The South and West Local Research Ethics Committee and the South East Local Research Ethics Committee approved the study, and all participants gave signed informed consent.
Participants
We recruited participants in 2001 and 2002 from 20 general practices within a 30-mile radius of Southampton, 
Context
Chronic dizziness is a common and difficult to manage symptom among primary care patients. Vestibular rehabilitation exercises improve symptoms in some patients, but primary care settings infrequently use this treatment.
Contribution
The authors randomly assigned patients to a 30-to 40-minute session during which a nurse in a primary care setting taught them vestibular exercises or to a control group. Patients assigned to the nurse intervention had significantly greater improvement in dizziness symptoms than patients in the control group.
Implications
Nurse-delivered vestibular rehabilitation is a feasible and effective treatment option for primary care patients with chronic dizziness.
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United Kingdom, and included inner-city, suburban, and rural practices. Participating practices had participants with varying levels of social deprivation, as assessed from census data (Jarman scores [30] ranged from Ϫ6.49 to 29.11; mean, 8.65 ). Practice staff used the medical records in the practice to identify all patients with dizziness during the past 2 years. After we screened for exclusion criteria, patients were invited by letter to participate in the study. Practices used the following search terms to identify potentially suitable patients from their computerized databases (terms used varied according to how patient data were recorded by the practice): vertigo, dizziness, Ménière disease, ENT [ear, nose, throat] referral, balance problems, vestibular, prochlorperazine, cinnarizine, betahistine, and diuretics. Patients could also be directly recruited by their general practitioner, and posters displayed in practices informed patients that they could ask to participate. Exclusion criteria were as follows: identifiable nonlabyrinthine cause of dizziness in patient records, duration of dizziness less than 2 months during the past 2 years, medical contraindications for making required head movements (for example, severe cervical disorder), and serious comorbid conditions (for example, life-threatening condition or progressive central disorder). Before randomization, we also excluded patients if they were no longer found to be dizzy at the baseline assessment or if none of the rehabilitation exercises provoked dizziness. In this context, the rehabilitation exercises served as a screening test to identify patients with movement-provoked dizziness, which is typical of vestibular imbalance and should therefore respond to vestibular rehabilitation.
After baseline assessment to confirm eligibility and obtain data for stratification, participants were randomly assigned by an administrative assistant with no previous contact with the patient. Allocation, concealed in opaque sealed envelopes, was based on block randomization within practice (block size, 4) after stratification for severity of 
4
Nurse teaches the patient how to monitor recovery by using standardized exercises and dizziness ratings recorded weekly in the booklet; the nurse then teaches the patient to tailor the intensity and difficulty of the exercises he or she carries out to his or her stage of recovery (for example, perform movements slowly while sitting when the level of provoked symptoms is high and then perform them faster, standing, or walking as provoked symptoms lessen).
5
Nurse helps the patient to select daily activities to encourage physical and psychological adaptation in everyday situations (for example, walking, traveling, or participating in sports).
6
Nurse suggests additional customized exercises, as necessary, to treat particular forms of dizziness or imbalance (for example, induced by position or visual motion).
7
Nurse advises on how to anticipate and cope with obstacles to adherence (for example, transient increases in symptoms due to illness, fatigue, or stress).
8
Patient carries out exercises and activities daily at home, as specified in steps 2, 3, 5, and 6, for a period of 12 weeks (or until exercises provoke no dizziness); the patient monitors and adjusts the program as instructed in step 4.
9
Nurse provides support and advice in 2 follow-up telephone calls, 1 and 3 weeks after the initial session covering steps 1-7. The follow-up consists of checking and encouraging adherence, asking the patient to report the latest ratings of provoked symptoms, and using this information to recommend tailored changes in the exercise regimen.
10
Patient continues to carry out exercises and activities daily at home as specified in steps 2, 3, 5, and 6 (monitoring and adjusting the program as instructed in step 4), for 3 months or until dizziness no longer provoked by any movement.
* Steps 1-7 are delivered in the initial 30 -40 minutes.
symptoms on the Vertigo Symptom Scale-Short Form (28) (Figure 1 ) (low severity, Ͻ12 points; high severity, Ն12 points). On the basis of findings from the previous primary care study (28) , we estimated that with a sample size of 86 patients per group, we should be able to detect an effect size of 0.5 on the Vertigo Symptom Scale-Short Form with a 2-tailed significance level of 5% and 90% power. After we made the exclusions (Figure 2) , 87 patients were randomly assigned to the usual medical care group and 83 were assigned to the treatment group.
Intervention
The nurses (n ϭ 23) attended a single half-day group training session at which they learned how to teach patients to carry out vestibular rehabilitation exercises at home ( Table 1 and Appendix 1 video; all appendix material is available at www.annals.org). For a full description of the materials used by nurses, see Appendix 2A (rationale for nurse and patient education), Appendix 2B (workshop structure for nurse training), Appendix 2C (schedule for vestibular rehabilitation sessions), and the Appendix Figure (patient therapy monitoring sheet). The vestibular rehabilitation program was focused on a professionally designed treatment booklet for patients (Appendix 3A
[booklet] and Appendix 3B [supplement to booklet for patients with Ménière disease]) and was developed by using principles of behavior change derived from theory and research on adherence (techniques included eliciting and addressing concerns, providing evidence of efficacy, requiring the patient to make a specific goal plan and written commitment, monitoring and reinforcing progress, and teaching skills to cope with setbacks) (31, 32) . Patients were actively involved in adapting the exercise program to suit their symptoms, capabilities, and lifestyle. Nurses saw patients individually for 30 to 40 minutes to take them through the booklet and gave additional support and advice by telephone at 1 and 3 weeks after this initial session (Appendix 2C). Participants in both groups remained free to continue their usual medical care, including use of medications and referral to specialties.
Outcome Measures
The primary outcome measures were self-reported spontaneous and provoked symptoms of dizziness, dizziness-related quality of life, and objective measurement of postural stability with eyes open and eyes closed. Spontaneous symptoms were evaluated with the Vertigo Symptom Scale-Short Form (28), a questionnaire that assesses the frequency of 15 dizziness-related symptoms during the past month on a 5-point scale. Clinically significant change on this questionnaire was defined as a change in score of at least 3 points. We measured quality-of-life effects of dizziness by the Dizziness Handicap Inventory (33), which consisted of 25 items rated on a 3-point scale.
Postural stability was assessed by using the Balance Performance Monitor (SMS Technologies, Harlow, United Kingdom), a portable device that measures movements of the center of pressure induced by the sway of the individual when standing still on a footplate equipped with pressure sensors. The measure used was mean sway path (23) in millimeters (that is, total movement of the center of pressure during a 30-second trial), summed over 2 trials with eyes open and 2 trials with eyes closed. If a participant could not complete the test, his or her data were coded as missing because an accurate sway path could not be assigned.
Provoked symptoms were assessed by asking participants to rate their dizziness on a scale of 0 (no symptoms) to 2 (marked dizziness) after performing a standardized set of head movements. If the movements could be done with- out provoking symptoms while seated, they were repeated while standing. A constant of 3 was added to the score for movements that could not be performed while standing, and a maximum score of 6 was assigned if the movements could not be completed. Scores were summed across 6 sets of movements (head shake and head nod, with eyes open, eyes fixated on a stable point, and eyes closed). Secondary outcome measures were anxiety and depression, assessed by the Hospital Anxiety and Depression Scale (34), and scores on the physical functioning scale of the Medical Outcomes Study Short Form-36 quality-oflife questionnaire (35) . At baseline, we also recorded demographic characteristics (age, sex, most recent occupation, or occupation of spouse if not in paid employment), duration of dizziness, and use of medication for dizziness; after treatment, the questionnaire asked about adherence to therapy. Occupation was categorized by using the National Statistics Socio-economic Classifications. We could not classify the occupations of 10 people.
We mailed the questionnaires for self-completion before the visits of the blinded research assistant. This assistant assessed provoked symptoms and postural stability at baseline and at 3 and 6 months and followed up in person on missing data on the questionnaire. If any participants inadvertently indicated which group they were in, the researcher recorded that the blinding procedure had been unsuccessful in this case.
Statistical Analysis
The administrative assistant entered the data, which was double-checked by the research assistant. The trial was analyzed on an intention-to-treat basis, using SPSS statistical software, version 11.00 (SPSS Inc., Chicago, Illinois). For participants lost to follow-up (Figure 2 ) and other missing data (Tables 2 and 3) , we brought forward the score from baseline, imputing no change.
We compared the groups at baseline by using chisquare and t-tests. We then compared group outcomes at 3 months, after adjustment for the baseline level of the outcome measure, by using analysis of covariance. We calculated within-group changes on outcome measures between the 3-month and 6-month follow-up (with CIs) to evaluate whether treatment effects were maintained in the intervention group 3 months after the end of the intervention and whether treatment effects were observed in the usual medical care group after those participants had also received the intervention.
Role of the Funding Source
The funding source approved the original design of the study through a process of peer review but had no role in the collection, analysis, or interpretation of the data or in the decision to submit the manuscript for publication. Table 4 shows baseline characteristics of participants in the 2 groups. The groups did not differ significantly on any variable at baseline (P Ͼ 0.2 for all variables). The average duration of dizziness was more than 8 years. Diagnoses recorded by primary care staff were vertigo of unknown cause (n ϭ 40), dizziness of unknown cause (n ϭ 31), Ménière disease (n ϭ 16), labyrinthitis (n ϭ 15), benign positional vertigo (n ϭ 9), vestibular imbalance or disorder (n ϭ 4), vestibular neuronitis (n ϭ 3), and otologic disorder (n ϭ 5). No diagnosis was recorded for 47 patients. Nearly half of the participants (83 of 170) reported that they were currently taking antivertiginous or antiemetic medication (chiefly betahistine, prochlorperazine, or cinnarizine), but only 5 of 170 participants (3%) had previously been offered vestibular rehabilitation. At the 3-month follow-up, improvement on all primary outcome measures was significantly greater in the vestibular rehabilitation group than in the usual medical care group ( Table 2) . These findings remained significant when we repeated the analyses while omitting the participants (48 of 170 [28%]) who had inadvertently given some potential clue to the research assistant about their treatment status. The relative risk for clinically significant improvement in scores on the Vertigo Symptom Scale in the vestibular rehabilitation group compared with the usual medical care group was 1.78 (95% CI, 1.31 to 2.42); 56 of 83 patients (67%) in the vestibular rehabilitation group reported improvement compared with 33 of 87 (38%) in the usual medical care group. At baseline, all participants had provoked symptoms after head movement, but at the 3-month follow-up, 19 of 82 patients (23%) in the vestibular rehabilitation group had no provoked symptoms at all compared with 5 of 87 patients (6%) in the usual medical care group (relative risk, 4.03 [CI, 1.58 to 10.30]).
RESULTS
Six-month follow-up (Table 3 ) of the group given vestibular rehabilitation during the first 3 months of the study showed that improvement obtained during treatment was maintained during the subsequent 3 months (that is, significant deterioration did not occur on any measure except the Short Form-36). The usual medical care group received vestibular rehabilitation during this period and improved significantly on 6 of the 8 outcome measures. At the 6-month follow-up, the groups did not differ significantly on any measure (P Ͼ 0.15).
Self-reported adherence was fair, with 120 of 170 participants (71%) reporting carrying out the exercises most days of the week; only 93 of 170 (55%) continued with the exercises for at least 9 weeks or until their symptoms ceased. Telephone counseling was given to 146 of 170 patients (85%) 1 week after their initial therapy session and to 130 of 170 patients (76%) 3 weeks after the first session.
No serious medical problems that may have been related to participants' dizziness were reported by patients or nurses during the trial. Seven participants reported minor, transient side effects: cervical symptoms (n ϭ 4), feelings of nausea (n ϭ 1), a pricking sensation in the feet (n ϭ 1), and pressure in the head (n ϭ 1).
DISCUSSION
Our findings indicate that vestibular rehabilitation introduced and supervised by nurses in primary care can reduce symptoms, disability, and handicap resulting from chronic dizziness, and this improvement is maintained for at least 3 months after treatment. More than two thirds of patients in the intervention group reported a clinically significant improvement in symptoms after treatment compared with just over one third of the usual medical care group. In addition, almost 4 times as many treated patients as controls had no provoked symptoms at all. These results are similar to those achieved in secondary care; compensation is often partial (13) , and although some trials of secondary care treatment report slightly better recovery rates, these studies were based on more highly selected samples of patients who were more likely to respond well, did not include dropouts or nonadherent participants in their analyses, or did not use blind evaluation (20 -26) .
A limitation of this study is that participants could not be blinded to treatment status, and most of the outcome measures were based on subjective reports. Consequently, reported improvement could be due to nonspecific psychological effects of therapy, which are common in dizzy patients. Although psychological improvement is an anticipated and welcome outcome of vestibular rehabilitation (19) , the pattern of results is more consistent with a specific treatment effect on vestibular symptoms. Treatment effects were strongest for symptoms and handicap directly related to balance system dysfunction (provoked and spontaneous vestibular symptoms and dizziness-related handicap) and were weak or nonsignificant for measures of general physical and psychological well-being (anxiety, depression, and physical functioning). Objective measures of postural stability also confirmed improvement after treatment, and the greater improvement in stability with eyes closed than with eyes open is consistent with a reduction in vestibular imbalance (21, 23, 36) . An additional limitation is that the participants were a largely self-selected subsample of those with dizziness in primary care. Because the success of vestibular rehabilitation relies on the willingness of patients to practice daily head movements that will initially make their symptoms worse, this treatment could be less effective when prescribed than in our volunteers. For ethical reasons, we were obliged in our recruitment letter to emphasize that initial side effects were to be expected and recovery was likely to be partial. Allowing patients offered this treatment to have an equally realistic appreciation of its benefits and drawbacks may maximize effectiveness by ensuring that only those who are as committed as our participants accept treatment.
Because nurse-delivered vestibular rehabilitation in primary care involves only a single, brief consultation, it would be valuable to determine its cost-effectiveness relative to the current alternatives of medication or specialist treatment. Definitive diagnoses for dizziness are frequently not recorded in primary care, and initial assessments are typically insufficient to exclude serious causes of dizziness. Therefore, an important feature of our design was that all patients remained free to seek concurrent consultations and treatment from other health professionals, including specialists. Although diagnosis was unrelated to treatment outcome in the only previous primary care study of vestibular rehabilitation (28) , it would be useful to identify the proportions and disease characteristics of patients who can be safely and effectively managed solely in primary care and those who require specialist care. Relevant characteristics could include cause (for example, some central and recurrent disorders are likely to benefit from specialist assessment and management) and comorbid conditions (for example, patients with a stiff or painful neck that limits their ability to perform the exercises might benefit from physiotherapist involvement).
For the primary care physician, dizziness presents a frustrating condition with few treatment options. In an aging population, this is a growing problem that contributes to the morbidity, mortality, economic costs, and reduced quality of life associated with falling and fear of falling in later life (5, 6, 37) . We believe that our study is the first large-scale trial of vestibular rehabilitation that conforms to CONSORT criteria, tests the effectiveness of vestibular rehabilitation for a heterogeneous primary care sample with dizziness due to various causes, and evaluates whether practice staff with minimal training can appropriately select and treat patients. Our study provides a substantive demonstration that it is feasible to offer an effective, inexpensive treatment to patients with dizziness in primary care. In our sample, the mean duration of participants' dizziness was 8 years, and fewer than 3% of patients had previously been offered vestibular rehabilitation. A single, brief session with the nurse was sufficient to significantly reduce symptoms, handicap, and postural instability resulting from dizziness. We have demonstrated that nurses in primary care can effectively perform vestibular rehabilitation after a half day of training by using a booklet that supports both nurse and patient in understanding and appropriately tailoring the therapy. Our findings also indicate that, despite the difficulty of diagnosis, general practitioners can identify patients who can safely benefit from rehabilitation in primary care.
APPENDIX 2A: RATIONALE FOR NURSE AND PATIENT EDUCATION
The patient booklet has been designed to: a) answer frequently asked questions regarding the rationale for therapy and its likely effects; b) help the patient to tailor the therapy to suit their symptoms, capabilities and lifestyle; c) help the patient to adhere to therapy by setting definite objectives and monitoring progress.
Although the booklet is largely self-explanatory, patients are likely to need personal reassurance and encouragement in order to feel sufficiently confident and motivated to deliberately carry out activities that provoke dizziness in order to recover. The aim of the training session with the nurses is to: a) provide them with sufficient knowledge about the therapy to reassure and guide patients; b) teach some basic psychological techniques for helping patients to adhere to the therapy.
The training session takes one half-day, and alternates going through each section of the patient booklet with opportunities for the nurses to role play a set of typical patient cases (which they find particularly helpful-as trainer I generally left the room during these to reduce embarrassment, but then discussed any queries arising when I returned). It is helpful if the trainer for these sessions has some expertise in vestibular rehabilitation, and its psychological aspects, but a bibliography is given below for those who do not. It is also helpful to provide nurses and patients with evidence of the efficacy of the therapy, to eliminate any scepticism (e.g. descriptions by patients, published trials). There is also a summary sheet to guide nurses through their patient session and remind them what they need to check in terms of patient understanding and concerns; they can practice using this for their role play sessions.
The training session is based on the same psychological techniques as the booklet, i.e. it is important to elicit, acknowledge and address nurses' concerns about whether they can do this effectively, first demonstrate and then allow them to practice the techniques, provide them with a structure for ensuring adherence to the method as demonstrated (e.g. guidelines/checklist for pa- 9:30 -9:50 Explanation of balance system and rationale for therapy (i.e. pages 1-3 of booklet). From this part of the training nurses should learn how movement initially provokes dizziness but then produces compensation. They should be able to reassure patients that it is suitable for many causes of dizziness and has been proven effective, but they should also learn what (rare) danger signs to alert patients to.
9:50 -10:30 Exercise 1. Fostering appropriate attitudes and expectations.
Form trainees into groups of three. Each group member in turn should take 10 minutes to act as: a) therapist, explaining balance system and rationale for therapy, and checking for understanding/agreement b) patient (with concerns the therapist must uncover) c) observer, timing explanation, and checking: Constructive feedback should then be provided briefly to "therapist" by observer and "patient."
10:30 -10:50 Explanation of how to carry out basic exercises, demonstrating each and asking trainees to do each one (check they do them correctly, at right speed and with sufficient head movement). Explanation of how patient should select exercises, record them in booklet, and update selection each week.
10:50 -11:10 TEA BREAK (20 minutes) and general discussion 11:10 -11:30 Explanation of special exercises and "general activities." Include rationale for these: a) need to practice specific situations and activities provoking dizziness (e.g. positional or visual vertigo) and b) need to become accustomed to dizziness in real-life situations.
11:30 -11:45 Discussion of psychological aspects of therapy and encouraging adherence.
Explain importance of eliciting, acknowledging and addressing patient's concerns (first part of booklet). Then explain need to teach patient techniques for encouraging adherence, including: making explicit commitment (when will do exercises, which ones); setting gradual, achievable goals and monitoring progress; selecting activities that will suit them; anticipating/overcoming setbacks (especially increases in dizziness, problems with stiff neck-just do exercises more gently until eases but must still do regularly), including seeking support from family and therapist.
11:45-12:15 Exercise 2. Encouraging adherence.
In groups of three, trainees should take turns as above. The role of the "therapist" this time is to undertake the relapse prevention part of the therapy session.
12:15-12:30 General discussion and questions.
Patient A, Exercise 1
You are a 60 year old woman who has had head movement provoked dizziness for ten years. The dizziness is mildly unpleasant-bad enough to stop you making quick movements-and you have given up the active pastimes you previously enjoyed with your partner (vigorous walking and dancing). You do not work and no essential activities are prevented by the dizziness. You have simply accepted the dizziness as just an inevitable part of the slowing down process of getting older. Therefore, you are not sure that it is worth the time and discomfort of doing the exercises, or whether they will work at your age and after being dizzy for so long.
[ You are a 40 year old woman who has been dizzy for two years. You are extremely afraid of the dizzy attacks, which can be brought on or made worse by bending or raising your head. Your father died recently of a stroke, and he used to become dizzy when he tipped his head back, so you think your dizziness may be a sign of being about to have a stroke. Therefore, you think the exercises are not appropriate for your problem, and could be dangerous, and you are frightened of the sensations they provoke.
[ You are an 80 year old man who has had intermittent attacks of severe vertigo for the past year-cause unknown but Ménière's disease not ruled out. In between attacks you have become very unsteady on your feet, especially when turning or bending down. You are extremely frustrated as you were previously very active, and have had to give up riding your bicycle, helping with the Boy's Brigade, and playing in the church brass band. This has led you to become somewhat depressed, and angry with the doctors you have seen, who have been unable to cure the dizziness and have suggested that you need to accept that you should slow down. You are hoping that by carrying out these exercises very vigorously you will be able to completely get rid of all your symptoms in a few weeks, and can then resume the activities you have given up.
[ You are a 45 year old man with his own business, suffering from occasional attacks of dizziness for the past year, with mildly unpleasant dizziness in between, especially when working on the computer for long periods. You travel a great deal (driving), and think it will be hard to find a time and place to carry out the exercises regularly, especially as they are not a high priority for you (since the dizziness is fairly mild and you are not entirely convinced that it is due to balance system dysfunction rather than fatigue and stress).
[ You are a woman of 73 living alone, in good health apart from the dizziness caused by labyrinthitis six months ago. You are anxious and depressed, having lost your husband recently, and the dizziness makes you more so, especially as you are afraid of falling over and hurting yourself while dizzy at home alone. You are worried about the exercises making the dizziness worse, and not being able to do them safely.
[Particular problems: Therapist needs to elicit fears and reassure exercises can be paced so will help her to be independent and confident rather than add to her problems. Agree very gentle schedule, remind will support her, explore whether other sources of support.]
Patient C, Exercise 2
You are a woman of 50 who has had fluctuating dizziness for two years since an episode of "flu." The dizziness makes it difficult to work as a teacher sometimes, as it interferes with your concentration, and gets worse when you have to bend over the children. You are worried about suddenly getting very dizzy when driving to work or when caring for young children. You are delighted and reassured that someone has finally been able to explain to you why bending makes it worse and suggest a remedy, and are fully intending to follow the therapy programme to the letter.
[ 
APPENDIX 2C. SCHEDULE FOR VESTIBULAR REHABILITATION SESSIONS
Arrange mutually convenient appointment (at practice or home) allowing minimum 45 minutes, and strongly encouraging attendance of family member or friend who can provide support.
Session Structure Understanding and Attitudes (10 -15 minutes)
Ask patient briefly about their problem. Go through booklet pages 1 to 3 with patient, then check the following points. 
